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Patients presenting with features of airway narrowing (cough, wheeze, exertional breathlessness and 
obstructive spirometry) may be suffering from either localized or generalized airway obstruction. 
Doctors sometimes overlook the possibility of localized obstruction (whether due to tumour, foreign 
body aspiration or stenosis), and patients may experience symptoms for a long time before the correct 
diagnosis is made. 
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Case Report 
A 55year-old man presented with a history of recur- 
rent chest infections and a complaint of long- 
standing, severe breathlessness on exertion. The chest 
radiograph showed some minor shadowing in the 
right middle lobe but spirometry showed severe 
airway narrowing [forced expiratory volume in 
1 s/forced vital capacity (FEV,/FVC):0.6/4.3]. Due to 
the history of recurrent infections and minor radio- 
graphic abnormality, he was bronchoscoped. This 
revealed three discrete areas of tracheal stenoses 
(Plate 1). The first was almost immediately sub- 
glottic, the second was in the mid trachea and the 
third was at the lower end of the trachea. The latter 
was the most severe, and as this was the diameter of 
the fibre-optic bronchoscope, the stenosis could not 
be passed. 
The patient’s history revealed the cause for these 
problems in that he had sustained a severe head 
injury in a road traffic accident 30 yr previously and 
had been mechanically ventilated for several weeks. 
He recalls being told that he had had a severe 
chest infection during that time, and that his chest 
X-ray was still abnormal following weaning from the 
ventilator. 
It is felt that the tracheal lesions probably related 
to: (a) stenosis at the level of the previous trache- 
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ostomy site; (b) stenosis at the level of the cuff of the 
tracheostomy catheter; and (c) stenosis at the cuff of 
the endotracheal tube which was in situ prior to the 
tracheostomy being performed. It was not possible to 
tell bronchoscopically the length of the lower tracheal 
stenosis which was the most severe. A spiral com- 
puted tomogram of the thorax was then undertaken, 
and this demonstrates beautifully (Plate 2) the length 
and minimum diameter of the lowest and most severe 
stenosis. In view of the severity of the airways nar- 
rowing and his breathlessness, he has been referred 
for tracheal reconstruction. 
Tracheal stenosis is a well-known complication of 
endotracheal intubation and tracheostomy. Although 
it has been reported separately in relation to the 
tracheostomy site (l), and in relation to the inflated 
cuff of the endotracheal tube (2), and tracheostomy 
catheter (l), it has not been reported previously in all 
three sites in one individual. 
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PLATE 2. Illustration from the spiral computed 
tomogram on the same patient showing the severity 
and length of the lower tracheal stenosis. 
PLATE 1. Photographs taken during bronchoscopy 
showing, from top to bottom, the stenoses in the 
upper trachea, mid trachea and distal trachea, with 
that at the lower end of the trachea, being of a size 
which was occluded by the fibre-optic broncho- 
scope. 
